Approximately 25-30% of the Nepalese population live below poverty line. Majority of them reside in a geographically inaccessible place while most of the health centers are focused in the urbanized cities of Nepal. Hence, they are deprived of quality health care at that level and need urgent attention by the concerned authorities. The government has not increased its human resource for health in the last two decades, while population has doubled up but the number of doctors serving in public sectors has remained the same as it was in 1990s.
INTrODUCITON
The health system of Nepal is based on the Alma Atta declaration 1,2 and has a good networking of infrastructure starting from sub health post to primary health care center, district hospitals, zonal, regional hospital and tertiary care hospital at central level. Despite of which most of our people do not have access to essential primary health services. There are many reasons such as methods of health service delivery, Approximately 25-30% of the Nepalese population live below poverty line. Majority of them reside in a geographically inaccessible place while most of the health centers are focused in the urbanized cities of Nepal. Hence, they are deprived of quality health care at that level and need urgent attention by the concerned authorities. The government has not increased its human resource for health in the last two decades, while population has doubled up and the number of doctors serving in public sectors has remained the same as it was in 1990s. On the other hand productions of doctors have increased by many folds due to establishment of number of medical colleges in the country. But the social accountability (SA) [3] [4] [5] has not been felt in the majority of stakeholders in Nepal. SA in health professions is increasingly recognized as a foundation for delivering effective healthcare. 6 Beside this, there has been evaluation of this concept which addresses many key aspects of its successful implementations. [7] [8] [9] [10] WHO country office Nepal is keen to support and facilitating this concept. As the global consensuses on social accountability of medical schools are rising, 11, 12 even seeking impact of medical schools on health, 6, 13 Nepal is not far behind. There has been meetings and workshops, being conducted to sensitize and make aware policy makers and concerned stakeholders. 
SOCIAL ACCOUNTABLITY
According to WHO the SA of medical schools is the obligation to direct their education, research and service activities towards addressing the priority health concerns of the community, region, and/or nation they have a mandate to serve. These priority health concerns are to be identified jointly by governments, health care organizations, health professionals and the public.
14 SA is gaining momentum throughout the globe to ensure quality health service at local level.
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With the social accountability of medical schools, challenges 6, 13, 19 also arise for undergraduate and postgraduate programs expanding beyond its traditional tertiary care models. Critical areas of attention include the institutional culture, human, physical and financial resources, and support for educational activities. Therefore, to come out with thriving integrated community-engaged medical education programs need detail homework, ranging from funding models to educational environment. The ultimate goal should be a successful integration of university and accreditation ideals with practical hands-on medical care and education in new environments as envisioned in Northern Ontario.
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The beginning of the 20th century presented medical schools with unprecedented challenges to become more scientific and effective in the training of physicians. This was captured in the Flexner report of 1910. 21 The 21
st Century presents medical schools with a different set of challenges: improving quality, equity, relevance and effectiveness in health care delivery; reducing the mismatch with societal priorities; redefining roles of health professionals; and providing evidence of impact on people's heath status.
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Global Consensus for Social Accountability of Medical Schools advocates to reorient medical school education, research and service priorities accordingly, strengthen governance and partnerships with other stakeholders, use evaluation and accreditation to assess performance and impact with its strategic directions.
The oldest medical colleges in the country -Institute of Medicine (IOM) and BP Koirala of Health Sciences (BPKIHS) have certain part of curriculum for community field work for its medical students. Whereas, Patan Academy of Health Science (PAHS) has been established with the concept of producing local doctors by sending back to the community for certain years before they get their certificate. Many rural regions around the world for example, Northern Ontario has a chronic shortage of doctors; recognizing that medical graduates who have grown up in a rural area are more likely to practice in the rural setting, the Government of Ontario, Canada, decided in 2001 to establish a new medical school in the region with a social accountability mandate to contribute to improving the health of the people and communities.
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Overseas elective opportunities have been made available in Nepal as elsewhere to provide opportunities to experience health services at poor, resource constrain area. 19 Many medical colleges have been accpeting elective students in the country.
On the other hand, numbers of medical and nursing schools have established in last two decades. This is a high time for the government to build a partnership with private sector to strengthen its health services. One possible approach would be to Strengthening of District Health Care System through Partnership with Academic Institutions in Nepal. Preliminary brain storming and a workshops have also been conducted. This initiation need to be further discussed and implemented. SA has been a discussions [24] [25] [26] [27] [28] [29] [30] in todays' world to produce socially responsible doctors as well.
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MEDICAL COLLEGES IN NEPAL
There are 19 medical and 11 dental colleges (Table 1) . Ironically, out of 75 districts, we have 22 low human development index (HDI) districts in the country. Most of these medical colleges have 500-700 beds in the hospital and, usually the bed occupancy is always <60%. Altogether 7,140 medical students are studying as of early 2011, out of which ~220 students are allocated for government scholarship holders each year (Table 2) . 
PUBLIC PrIVATE PArTErNSHIP
The Strengthening of District Health Care System through Partnership with Academic Institutions in Nepal can be achieved by various approaches. One of them could be, by posting postgraduate resiendts in the peripheral district hospital as a part of their training and later encouraging them to serve for certain years or sending medical graduate to the community. It will help them associate with the villegers that, in turn, will help them become socially responsible doctors. This would also result in improving health care at the district level, diminishing unnecessary referrals and supplement with affordable health service at local level (Figure 2) . The concept of partnership has been a declared modality of the government under all agencies of the government of Nepal. Realizing the importance of social accountability, if these medical colleges would help at least one district, we are likely to have improved health services in that region. With this public private partnership concept, both the stakeholders will be mutually benefitted by the association because, if a district hospital is supported by the medical college not only the health service will improve but others as well, such as;
• Academic Activities beyond Classroom: Medical College can produce competent, more socially responsible future doctors by providing opportunity to interact with community through their regular posting and community based exposure. The community based continue medical education (CME) will also provide them various opportunity to learn about own country's need and requirement and intervention to diminish morbidity and mortality.
• Disaster and Epidemics: the government can tackle the adverse situation during crisis by mobilizing these health workers in the affected site, quickly.
• Strengthen referral Service: When a district hospital improves its services, it can act as a referral center for that entire district and poor patient do not have to go far away with an extensive financial burden for minor ailments.
• Effectiveness and Efficiency in Health Services:
With the added human resource with academically competent doctors, all the essential health service coverage will increase.
• Specialty Services at Periphery: These district hospitals can also provide specialty care at the peripheral part of the country by conducting regular outreach clinics.
• Social
Accountability:
There are social accountabilities of medical colleges to provide their services to the neediest people in the country as well.
• risk and resource Sharing: It will be a mutually benefitted public and private partnership, where risk and resource are shared for the development of the nation.
CHALLENGES
This PPP will be mutually advantageous for government and medical colleges in the long run. However, there are few challenges as follows:
• Variations in Existing Models: BPKIHS has a teaching district concept, whereas in MoHP scholarship model, scholarship holders have to serve mandatory 2 year in the government service. IOM community diagnosis is limited to only the basic years of medical schooling. The PAHS has come up with the new models of sending its graduates to the districts (except those who are self-finance), a little advance version of scholarship model with modified curriculum where it provides more community exposure to its students. Because of variations in the eixisting models either we have to adopt one of these or make hybride or create completely new, according to our need, has to be discussed in detail.
• Infrastructures: District hospitals are made for the purpose of service provision but once it is tied up with a medical college, many things need to be improved, from physical infrastructure to the management and administration of the hospital. The class rooms, residential quarters, added service delivery areas, robust hospital management team and governance with minimum dispute between government and medical college employees.
• Finance: with an additional responsibility and service provision, there is always a role of finance. Will the government pay lump sum amount on annual basis to the medical colleges or not, tax deduction and various other benefits to the medical colleges to motivate them to work more efficiently will be the key issues. The certain bulk amount can be given to a medical college or mutually benefitted approach has to be developed.
• Curriculum reform: TU, BPKIHS, KU, PAHS and NAMS have with their own curriculums. It needs to be revised according to a new national policy with the concept of strengthening district health service care system.
• Professional Organizations: The role of NMC, NMA, APMDC, and other concerned organizaitons is also very important to formulate new policy in the guidelines for its undisputed acceptance. The NMA has always been instrumental to shape the health care system in the country; therefore, their role to advocate on this issue becomes even more important.
Despite all these challenges, we have our social responsibility towards development of the nation. There are various model and thoughts throughout the world but we have to develop according to our own needs. We need to improve the health service delivery in the districts and enhance learning skill and produce socially responsible future doctors in the country.
WAY FOrWArD
The Strengthening of District Health Care System through Partnership with Academic Institutions in Nepal is a vision that needs detail homework with concerned stakeholders. This cannot be achieved in a day rather it is a road map to a better health that requires dedicated team of people lead by MoHP. It is possible, if government shows commitment to improve health service at peripheral part of the country. A high level committee has to be formed that would work closely with concerned stakeholders for continuous brain storming, and dialogues. An in depth discussions are essential to formulate a long term sustainable program. The consensus from universities, NMC, NMA, APMDC, NPC, DoHS, MoE, MoHP, WHO has to be made and included in the central governing body.
When a complete picture of strengthening district health care system is portrayed then a planned, phase-wise program has to be started beginning with a pilot project with highly motivated medical college and districts health centers. To start with, postgraduate student can be posted in the peripheral district hospital during their early days of final years. During the initial phase, logistic can be provided by district hospitals while human resource by medical college; this association can provide quality health services at local level. This approach will help the local people to get improve health care. The periodic monitoring and evaluation of the program has to be done for it efficacy and short comings.
We have got 19 medical colleges at the moment. If one district is allocated to each medical colleges, it could help improve district health system at local level. This can be accomplished by posting postgraduate resiendts in the peripheral district hospital as a part of their training and later encouraging them to serve for certain years. This could be a perfect example of government envisioned public private partnership in the country. This is a concept that has already been started in many parts of the world that can be moulded further to improve health service at peripheral part of the country. It is also the social accountability of the medical colleges for the development of the nation.
This concept can help improve health services at peripheral level and would also meet the need of true meaning of de-centralization in the country.
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